showed areas of increased activity in the right sacroiliac area and over the chest. The latter area was related to a rib and it was therefore uncertain whether it represented a rib or intrapulmonary lesion. Emission computed tomography was performed (Figure 2 ) and this showed the increased uptake to be intrapumonary. A new CT scan (Figure 3) showed a centrally placed pulmonary metastatic deposit which had been previously missed due to the fact that it was interposed between blood vessels. The emission CT therefore revealed a lesion which had been previously missed on CT.
the thoracic cavity. By using emission computed tomography to show the site of uptake and correlating this with transmission computed tomography an accurate display of both the anatomy and the pathology can be obtained.
The combined use of transmission and emission computed tomography demonstrate a correlative technique whereby a high degree of sensitivity and specificity may be obtained. Three cases are reported illustrating these points.
CASE REPORT?(CASE A)
A 17 year old girl presented with a limp due to pain in her left knee. This was found to be due to an osteosarcoma of the upper tibia, which was surgically removed. Fourteen months later she developed pain in the right sacroiliac region, X-rays and CT of which showed a sclerotic region with some new bone formation. It was thought to represent either a metastatic deposit or a second primary osteosarcoma. A plain chest radiograph appeared normal but CT of the chest showed small pulmonary metastases and a bone scan planar image ( Figure 1) showed areas of increased activity in the right sacroiliac area and over the chest. The latter area was related to a rib and it was therefore uncertain whether it represented a rib or intrapulmonary lesion. Emission computed tomography was performed ( Figure 2 ) and this showed the increased uptake to be intrapumonary. A new CT scan ( Figure 3) showed a centrally placed pulmonary metastatic deposit which had been previously missed due to the fact that it was interposed between blood vessels. The emission CT therefore revealed a lesion which had been previously missed on CT.
CASE REPORT?(CASE B) A 14 year old girl presented with pain and swelling in her left knee which investigation showed to be an osteosarcoma of the lower femur. This was excised, she was given a prosthetic insert and treated with methotrexate, adriamycin and cisplatinum. During follow up 1 year later a solitary pulmonary metastasis was seen on the chest X-ray (Figures 4a and b) , following which radionuclide bone scanning and CT were performed. CT (Figures 5 and 6 ) showed there to be 3 lung metastases, the bone scan (Figure 7) showed an area of increased uptake in the left side of the chest related to one of the anterior ribs. It was uncertain whether this area corresponded to the known lung metastasis or represented a lesion in the rib. Emission computed tomography was therefore performed (Figure 8 ). This confirmed the area of increased uptake to correspond to the known lung metastasis and excluded the possibility of a rib lesion. In all three cases presented the areas of increased activity in the thorax were localised in the lungs and rib lesions were excluded. Figure 5 CT section of the mid-thoracic region of Case B showing a large, calcified metastatic deposit corresponding with the lesion on the chest radiograph and an additional smaller peripheral metastasis. Transmission CT image of the hilar regions of Case C, showing calcification in hilar lymph nodes bilaterally. There has been a left mastectomy.
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